Surprisingly little has been published on the subject of which women have their babies at home and which in hospital. It is, therefore, the purpose of this paper to indicate some at least of the factors which are related to the place of confinement. The relative importance of these various factors is shown; and the perinatal mortality rate is considered as a possible means of assessing whether the best use is being made of available maternity beds.
Since 1950 the overall proportion of births occurring in "Institutions" has increased slightly. In 1950 the figure was probably a shade higher than 60 per cent. t, and in 1954 it was 63-2 per cent. It is not felt that this slight difference will have materially affected the topical relevance of the data, though it is possible that within these similar total figures there may have been some change of pattern, especially since 1951, when the Ministry of Health circulated a letter to hospitals on the subject of priorities. The picture presented here relates to 1950 and the state of affairs then existing. In so far as any of the facts which emerge from this analysis may be of practical importance, they will, of course, need to be checked from more up-to-date material-which is not yet available.
Births are classified by the General Register Office into those occurring:
(i) In hospitals, (ii) In nursing homes, (iii) In mental hospitals, (iv) Elsewhere.
The number classified as occurring in mental hospitals is negligible. Those classified as occurring "Elsewhere" can be regarded as occurring "At home", i.e. as "Domiciliary" confinements. For simplicity of analysis it seemed better to concentrate on one index, namely the percentage of births which occurred in institutions, i.e. in hospitals plus nursing homes. No data are generally available for the whole country on the percentage of births in each of the four categories in 1950, but, in the County of London in that year, the proportions were as follows: However, by far the greater part of mortality in early life is within the "perinatal" period.
detailed aspects of the problem, is given in Appendix Tables A to D. A few references are made to  these Appendix Tables in the text, but, in order to  save space, further comments on them are confined  to notes at the foot of each, which draw attention to what are considered to be the salient points. Table I shows the main results of the analysis for single, legitimate, live births in the whole country in 1950. 60 per cent. of all births occurred in "Institutions", the very great majority in hospital.
Parity. Most primiparae are confined in hospital and, indeed, the national figure in 1950 was close to 80 per cent. (Column (1), Table I ). Multiparae, on the other hiand, were much less frequently delivered in hospital. The proportion so confined fell steeply (43 per cent. for third births and 33 par cent for the sixth to tenth child), and even this low figure wlas higher than that found in some special groups (mothers with more than five children in Social Class IV (29 per cent.) or in the Northern Region (25 per cent.) ).
This parity pattern, or axis, dominated the picture in England and Wales in 1950, and all that follows in the present discussion depends upoil it.
Mother's Age.-As Column (2) of Previous Loss of a Child.-Column (3) of Table I shows how the proportion of births occurring in "Institutions" varied with the number of previous children a mother had lost. Women who had lost previous children had their babies in institutions less frequently (53-41 per cent.) than women who had not (60 per cent.). Once more, however, these simple figures may be misleading if it is inferred that no account was taken of the loss of previous children in hospital admission policy. Closer scrutiny (Table  III) shows that, if attention is confined to a single parity, the picture is different. Amongst women having their third child, for instance, the percentage of births occurring in "Institutions" was greater for those who had lost one previous child than for those who had not, and greater again for those who had lost two children. Parityforparity, then, women who had lost children did have their babies in "Institutions" more frequently than women who had not. But this effect again, is less, and usually much less, than the general trend for hospital confinement to be less common after the birth of the first child. Since, by definition, women who had already lost a child are not primiparous, the net result is, again, that mothers who had lost a child were delivered in hospitals less often than those who had no such misfortune. (overleaf) shows that the proportion was high for Social Class I and low for Social Classes IV and V whatever the mother's parity. Moreover, as expected, first births were much more likely to occur in institutions than second (90-71 per cent. compared with 76-49 per cent.), second births more likely than third (67-37 per cent.) and so on, whatever the mother's social class. In other words, social class, unlike mother's age and the loss of previous children, appeared to be related to hospital admission independently of the mother's parity. That is to say differences between classes cannot be explained by the fact that well-to-do families are smaller on the average, for the same class differences are apparent for families of equal size. women who had, and among women in Social Class I than among women in Social Classes IV and V. Parity for parity, the older mothers were hospitalized more commonly than young mothers, and women who had lost a child more commonly than those who had not; but, since mothers who had already lost a child were by definition not primiparae and older mothers also tended not to be so, the higher hospitalization rate of such women was relatively a minor matter compared with the dominant trend for hospitalization to be high in primiparae and lower, often much lower, at other parities. So much so that the net result was that mothers in their 40s (who were not primiparae), and women who had lost a previous child, were in fact delivered in "Institutions" less commonly than the national average, which, in large measure, reflected the high rate among primiparae.
Multiple and Illegitimate Births in London.-To present a more complete picture, the proportions of multiple and illegitimate births in the County of London in 1949 and 1950 which occurred in hospitals and nursing homes are shown in Table VI . In London multiple births were more likely than single, and illegitimate births more likely than legitimate, to occur in "Institutions". The difference between legitimate and illegitimate births was, in fact (though this is not shown) apparent at each maternal age (except for the very few births to mothers aged 44 and over). No data are available about the parity of mothers of illegitimate children.
COMPARISON WITH PERINATAL MORTALITY RATES
A direct comparison of the safety to mother and child in hospital delivery as opposed to domiciliary confinement, as at present organized, is vitiated because known difficult cases are normally booked for hospital and emergencies are rushed there. In fact, in any such comparisons, it is usual for the death rates to be higher in hospital than at home, though no informed person would adduce this particular fact as evidence that it is more dangerous to have a baby in hospital. On the contrary, in the present circumstances, there would be general agreement that, from a medical point of view, obstetrical cases which are likely to have material complications should be delivered in hospital.
Following this line of thought, the available evidence has been examined to see whether maternity beds are, in fact, occupied by the women who would most benefit from hospital confinement. In so doing the assumption is made that groups of women whose babies are subject to a high "perinatal" mortality rate-that is to say those who are more than usually likely to lose a baby by stillbirth or death in the first week-would benefit from hospital confinement. The results in Tables 1 and VI are, therefore, compared in Figs 2 and 3 with the perinatal mortality rates classified in the same way. For instance, the proportion of women in Social Class V who have babies in "Institutions" is compared with the mortality rate for their babies. It is thus possible to see whether, from the point of view of social class, the women with the highest rates are those who most frequently have their babies in hospital. Similar comparisons can be made from the point of view of the other factors considered here-parity, maternal age, the loss of previous children, region of parents' home, multiple birth, and illegitimacy.
It will be seen that the proportion of births occurring in "Institutions" conforms only in part with the risk of foetal or early infant death. In terms of parity the high mortality for the later births in large families (largely a function ofmaternal age, ofcourse) is not matched by a correspondingly high admission rate to hospitals and nursing homes. This proportion decreases with increasing maternal age, and women who have lost children have a lower admission rate than those who have not. Mortality rates increase as social class declines from I to V; admission rates decrease from Social Class I to IV and V.
In London the overall percentage of institutional confinements is high at 72 per cent. and there is less scope for increase. There is, however, a considerable increase for multiple births (which, of course, carry one of the highest perinatal risks) and a rather smaller one for illegitimate births corresponding to a much smaller increase in the risk. (The reason for admission of mothers of illegitimate babies may, of course, have little to do with the risk of death). Approaching the problem from the opposite point of view, four "vulnerable" or "high-risk" groups of women have been defined whose children are subject to high perinatal mortality rates (Table VII , opposite). These four high-risk groups divide themselves naturally into two groups of two each, according to whether, in 1950, a higher than average or a lower than average proportion of the women concerned had their babies in institutions. "Elderly primiparae", then, and, probably to a less extent, women expecting multiple births, did have their babies in institutions much more frequently than the average. Two groups of multiparae, on the (1949 and 1950) other hand, whose babies are subject to a high perinatal mortality rate, those aged 40 years or more and any who had lost previous children (whether they were aged under or over 40), had their babies in institutions less frequently than the average.
DIscussIoN
Figures have been given which show how certain factors appeared to influence the place ofconfinement for mothers in England and Wales in 1950. These figures have been compared with the perinatal mortality rates for the same mothers as a possible index of the degree to which they might have benefited from institutional confinement. Four "vulnerable" groups of mothers whose babies were subject to twice or nearly twice the average risk have been defined. The admission rates by no means corresponded to the mortality rates, and, of the four "vulnerable" groups, there were only two where more than the average number of mothers had their babies in institutions; in the other two less than the average number had their babies in hospital.
It is realized of course that the decision whether a mother has her baby in hospital or not is subject to many influences. The mother herself, her medical adviser, the ante-natal clinic, and the hospital all enter into it. The home commitments of multiparae must be important, and it is clearly significant that the two "vulnerable" groups who had a low admission rate consisted of multiparae.
Nor must it be assumed too readily that the perinatal mortality rate is the best index of the success or otherwise of the complicated process which finally decides which women should occupy a given number of beds. It does not necessarily follow that, because the perinatal mortality rate is high, women would do better in hospital. Or, again, it may be true that, although the admission rate for an entire group of women may have been low, the minority amongst the group who were most exposed to the high risk may nevertheless have been confined in hospital, without appreciably increasing the admission rate for the whole group. This point cannot be examined by using the data available here.
There are also other factors to be considered. The risk to the mother herself is, of course, a paramount consideration, but the maternal mortality rate is now so low, and the risk to mother and child is so often associated, that there need be no conflict here. Some form of morbidity index for both mother and child might be used, but, however desirable, a satisfactory one has yet to be devised. Nor is it only a question of mortality and morbidity. There are also a host of intangibles which are not necessarily unimportant because they are difficult to measure. Such are: the fact that a first birth is a "trial run" and that in subsequent births there is experience to help form an opinion; the dislocation of the household, for example, the possibly adverse emotional effect of the mother's absence on the other children; the difficulty of maintaining unified medical supervision throughout pregnancy, childbirth, and early infancy unless the birth occurs at home under the general supervision of the family doctor; the freedom from the responsibility of household management which hospital provides for a busy mother, and so on. These are imponderables, and opinion will no doubt continue to differ. Meanwhile Fig. 2 offers comparisons between the recent practice of hospital admission in England and Wales and one index of its success. It shows that, in 1950, there were groups of women whose babies were subject to relatively high risks but who were less likely than the average to have their babies in hospital.
In 
